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Most reports of cryptosporidium enteritis have described an association
with the acquired immune deficiency syndrome and a limitation to the
gastrointestinal tract. Subsequently the disease has occurred in patients
with a normal immune system and in other organs, suggesting possible
haematogenous spread.

This patient presented with typical gastroenteritis except for the severity
of the abdominal pain. Cryptosporidium causes more intense abdominal
pain than Giardia lamblia, and cramps are more common.5 Although our
patient may be an isolated example, we wonder whether some infected
patients who complain of severe pain may be suffering from acute
pancreatitis. Wesuggest therefore that cryptosporidium may be an additional
aetiological factor in the cause of acute pancreatitis.
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Isolation of human immunodeficiency
virus from synovial fluid of a patient
with reactive arthritis
With the increasing prevalence ofthe acquired immune deficiency syndrome
(AIDS) and seropositivity to human immunodeficiency virus (HIV) health
workers need to be cautious in handling body fluids. We report on a patient
in whom HIV was isolated from synovial fluid aspirated from a knee joint.

Case report

A 37 year old homosexual man presented with a four day history of profuse
watery diarrhoea followed, after seven days, by migratory joint pains. On
admission he was feverish (temperature 37-8°C) and had appreciably reduced
neck movements, bilateral knee effusions, and tender wrists. On investigation his
haemoglobin concentration was 116 g/l, white cell count 5 9x10 g/l, and
C reactive protein concentration 66 mg/l (normal <5 mg/I). Routine blood, stool,
and urine cultures yielded negative results, as did a test for hepatitis B surface
antigen and a Monospot test. Antibodies to Chlamydia trachomatis were not
found. IgG antibody to HIV was detected by enzyme linked immunosorbent
assay and indirect membrane immunofluorescence in serum obtained one week
before his admission to hospital. A subsequent sample was shown to contain IgG
and 1gM antibodies by indirect membrane immunofluorescence. Antibody to
Salmonella paratyphi was present at a titre of 11640. The erythrocyte sedimenta-
tion rate before admission was 64 mm in the first hour. x Ray pictures were
normal. Synovial fluid aspirated from the right knee was mildly cloudy and straw
coloured. It contained IgG but not IgM antibody to HIV.

Isolation of virus-The virus was isolated by two culture methods: a small
volume of synovial aspirate (A) was cocultured with normal peripheral blood
lymphocytes stimulated by phytohaemagglutinin, the ratio of synovial cells to
lymphocytes being 1:3'; and a second culture (B) was established with Hut 78
cells. Viral growth was detected by observation of cytopathic effects, immuno-
fluorescence, and reverse transcriptase assays.2 After 11 days infectious retrovirus
was identified in culture A by a peak in particle associated reverse transcriptase
activity in the supernatant fluid (figure). Synctial formation was noted in culture
B after 20 days, and four days later viral antigens were detected by indirect
membrane immunofluorescence.
The patient was treated with bed rest, anti-inflammatory drugs, and a

continuing course of tetracycline. He had an intermittent fever at night, and
10 days later lymph nodes in both axillas and inguinal regions were palpable. His
joint symptoms had improved before his discharge from hospital.

Comment

Although no retrovirus has been implicated in the pathogenesis ofarthritis
in man, a member of the same subfamily as HIV, caprine arthritis
encephalitis virus, causes arthritis in goats.3 Though patients with AIDS
commonly complain of arthralgia, arthropathy has not been described; in
this case there was no direct evidence that HIV was the cause of the arthritis.
Possibly our patient was suffering from a reactive arthritis and lymphocytes
invading the inflamed knee joint were infected with HIV. The clinical
presentation of the joint manifestations was not, however, typical of a
reactive arthritis: the pronounced neck stiffness and tenderness of the
cervical spine on palpation and thereafter were unusual. The lack of stiffness
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on neck flexion and the relative lack of tenderness associated with
lymphadenopathy further supported the diagnosis of arthritis affecting the
cervical spine. Whether HIV can cause arthritis must, we believe, remain an
open question.
The isolation of HIV from synovial fluid is important for those dealing

with patients suffering from reactive arthritides of whatever cause. It
re-emphasises the need to apply safety precautions whenever exposure to
body fluid is likely, and it raises the question whether it is appropriate to use
intra-articular steroids in patients who are positive for antibody to HIV.
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